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ABSTRACT 

The Public Health Service Act was amended in 196 2 to 
authorize grants to establish family health service clinics for 
domestic agricultural migratory workers and to improve the health 
conditions of these workers and their faiailies. Approximately 100 
programs ciirrently provide migrant health services. As a result of 
the low level of funding of these programs, it was administratively 
determined by the Department of Health, Education, and Welfare that 
hospital costs would not be covered by the Migrant Health Program and 
inadequate funding has made it difficult to provide services that are 
essential to a comprehensive care facility. It was found that 4 areas 
need legislative attention: the inadequacy of the funding level, the 
need for earmarked hospital funds, the need to reaffirm Congressional 
commitment to consumer participation, and the need to develop a 
strategy for integrating migrant workers into a larger health care 
delivery system if such should develop. (PS) 



9 



miCRRnT HERLTH 



us DEPARTMENT OF HEALTH. 
EDUCATION & WELFARE 
NATIONAL INSTITUTE OF 
EDUCATION 
THIS DOCUft/.FM MAS BEFN kCPRO 
DUCCD FXACTLV AS P ECE t V E- F ROM 
THE PEWSON OR OHGAMZATlON OHirWN 
A\ irjG I T POl N TS OF' V lE W 0» OPI fviONS 
MATED DO NOT NECESSAMlLY RE PRE 
SENtorFICIAl. NATIONAL INSTITUTE OF 
EOUCAMON POSITION OR POLICY 



lEGisinrio 
nno 

PROCRH 



NMSV 



Lr> 

< — I 

CO 
CD 





ERIC 



oo 

CO 





juflREz-iincoin gehter 

national migront 
Information Clearinghouse 

FILMED FROM BEST AVAILABLE COPY 
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WHAT ARE MIGRANT HEALTH PROGRAMS? 



In September 1962, the Public Health Servi 
Act was amended to authorize expenditures of f undt 
as grants for the establishment of family health 
service clinics for domestic agricultural migratory 
workers, and to iiaprove the health conditions of 
such workers and their families. 

Currently, there are approximately 100 pro- 
grams providing health 'c;ervices to migrants in the 
U.S. They provide a variety of services which 
have been classified according to seven major cate- 
gories by the Health Services and Mental Health Ad- 
ministration, U.S. Department of Health, Education 
and Welfare. By no means are the classifications 
all inclusive, but they do give a general descrip- 
tion of the types of services migrants can receive. 
Each progreim receiving funds can provide either one 
single service or a combination of the services 
described below. 

Full-time Comprehensive Services - diagnostic, 
therapeutic and follow-up medical services offered 
on a daily and year round basis by full-time medi- 
cal staff. Dental care, health counseling and out- 
reach services are also provided. 

Scheduled Comprehensive Services - diagnostic, 
therapeutic and follow-up medical services provided 



intermittently through scheduled clinics. Dental 
care J health counseling and outreach services are 
provided with referrals on a free for service ba- 
sis . 

Scheduled Medical Services - diagnostic, therapeu- 
tic and follow-up medical services . through inter- 
mittently scheduled clinics with referrals. Dental 
care 3 health counseling and outreach services are 
not necessarily provided. 

Scheduled Categorical Health Services - specific 
disease or categorical emphasis on preventive medi- 
cine are provided by clinics. Could include clin- 
ics for Tuberculosis control, immunizations, mater- 
nal and c'hild health, etc. 

Non-Scheduled Health Service - general health care 
provided by project on a referral system of fee for 
service. Nursing services provided as part of out- 
reach and follow-up. 

Limited Categorical Services - focus on environmen- 
tal health activities, such as csimp inspections > 
state code enforcement and coordination of local 
sanitation programs. 

Administrative Consultative Services - consultation 
for and coordination of direct health care activi- 
ties of other groups. 



Less than half of the projects currently funded 
provide scheduled comprehensive services while only 
about 15 projects provide full-time comprehensive 
services. 

LEGISLATIVE HISTORY 

(Excerpts from "A directory of Mig.?ant Health Pro- 
jects", U.S.D.H.E.W. ) 

While the Migrant Health Act was initiated in 
1962, the authorizing legislation extended for only 
three years. In August 1965, the Migrant Health 
program was extended for an additional three years 
and added necessary hospital care as an available 
health service under this program. In October of 
1968, the Migrant Health Program was extended for 
another three years with a broadened scope. The 
1970 version included the seasonal agricultural 
worker and his family under the services covering 
the migratory agricultural worker. The table on 
the following page illustrates the expansion of the 
funds available to migrant health programs since 
iSrs inception. 
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FEDERAL MIGRANT HEALTH FUwDS * 



Fiscal Year 



Authorization 
(OOO's) 



Appropriation 
(OOO's) 



1963 
196U 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 



$ 3,0D0 



$ 750 



3,000 
3,000 
7, GOB 
8.000 
9,000 
9,000 
15,000 
20, -000 
25,000 
30,000 



1,500 
2,500 
3,000 
7,200 
7,200 
7,200 
15,000 
15,000 
17,900 



23,700 - 
(Requested) 



MIGRANT HEALTH LEGISLATION 



In June 1973, the legislation authorizing 
grants for migrant health will expire. Legislation 
has been introduced to continue the migrant health 
program, yet the outcome is uncertain. 

The uncertainty stems from activity in Con- 
gress. Some U.S. Legislators have reported that 
Migrant Health is one of several sei'vices which the 
Department of Health, Education and Welfare is con- 
sidering consolidating into a health revenue shar- 
ing package, allowing the individual state to de- 
cide how health monies will be spent and placing 
the responsibility of maintaining migrant health 

* The authorization figures differ from appropria- 
tions because authorized funds are the total sum 
which Congress authorized to be spent. Appropria- 
tion' is the amount of money that Congress has given 
to the program to be spent. 



programs on the individual states. However, indi- 
vidual states have neither been able nor willing to 
provide adequate health services to migrant and 
seasonal farmworkers in the past. In spite of the 
services provided under migrant health, the situa- 
tion of the migrant and seasonal agricultural farm- 
workers have improved minimally. 

•The State of Texas serves as an excimple. In 
1970, the Field Foundation conducted a study in 
Hidalgo County on the health status of Mexican- 
American migrants. The following table illustrates 
their findings. 

FINDINGS IN FIELD FOUNDATION STUDY, HIDALGO COUNTY 

1970 

TOTAL EXAMINATIONS : 
ADULTS 
CHILDREN 

TOTAL FAMILY GROUPS WITH ABNORMAL FINDINGS: 



FAILURE TO THRIVE 2 3 

TUBERCULOSIS (BY X-RAY) 13 

SPECIFIC VITAMIN SIGNS 35 

PROTEIN DEFICIENCY SIGNS 5 

GOITRE 7 

RICKETS . 4 

PELLAGRA 1 

ANEMIA (BY LAB) 21 



502 
731 
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HIDALGO COUNTY FINDINGS (Continued) 



PARASITES (BY LAB) 11 

ACUTE OR CHRONIC OTITIS 2 3 

ACUTE OR CHRONIC DIARRHEA 3 

BIRTH DEFECTS 4 

MENTAL RETARDATION 12 

"RETARDED BY LANGUAGE" H 

CRETINISM (UNTREATED) 1 



On a more general level, the testimony presented 
by Dr. Raymond Wheeler before the Senate Sub^Com- 
mittee on Migratory Labor affords a clear perspec- 
tive . 

"A few statistics substantiate our observa- 
tions. The migrant has a life expectancy 20 years 
less than the average American. His infant and ma- 
ternal mortality rate is 12 5% higher than the na- 
tional average. The death rate from influenza and 
pneumonia is 200% higher than the national rate and 
from tuberculosis 5 250% higher than the national 
rata. The accident rate among migrant farm workers 
is 300% higher than the national rate...." 

In 1969, the Colorado Migrant Council conduct- 
ed a study in the "Nutritional Status of Preschool 
Mexican-American Migrant Farm Labor Children" . The 
results of the study stated: 

"The general lack of medical care prior to and 
following delivery is reflected in the high mortal- 
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ity rate in the first year of life. In this study, 
the Mexican-American migrant infant mortality was 
found to be 6^ per 1000 live births. The 1968 in- 
fant mortality for low income areas served by the 
Neighborhood Health Centers and the City Hospital 
in Denver was 23. H per 1000 births. This was 
greatly reduced from the 19 64 Denver figure of 3 3.1 
per 1000 live births taken prior to the onset of 
the neighborhood health progi:>am in 196 5. The mi- 
grant neonatal mortality figure of 6 3 deaths per 
1000 live births is comparable to a similar figure 
for the overall United States in the year 19 30. 
The high infant mortality may^ in part, be due to 
the lack of hospital delivery of newborn infants, 
most of whom would be considered "high risk" be- 
cause of the lack of prenatal care, the poor hous- 
ing and sanitation, inadequate nutrition, and the 
need to travel with a small infant. It is conceiv- 
able that rural neighborhood health programs, as 
recently proposed for migrant health care, could 
greatly reduce the neonatal mortality in this popu- 
lation* A program for hospital care will also be 
necessary, however. Migrant families do not quali- 
fy for Medicaid benefits in most states because 
they must first qualify for some program of cate- 
gorical assistance. These commonly include Aid to 
Dependent Children, and programs to assist the 
blind, disabled, or aged. Thus, while residency 



has been eliminated as a requirement for Medicaid » 
it has been of little use to the migrant,'* 

According to HEW there are approximately 
1-, 000 , 000 migrants and dependents. Also there are 
approximately three million seasonal farm workers 
who are eligible for service under the Migrant 
Health Program, HEW estimated that the budget re- 
quest for fiscal 7 3 would reach approximately 
284,000 farm workers, or less than 10 per cent of 
the target population. 

Although in 1972 the Migrant Health Act auth- 
orized allocation of $25 million, the actual appro- 
priation of funds was only $19 million. The DHEW 
indicated that the total cost of providing both 
comprehensive care and hospital services to the 
farm worker population eligible under the Act was 
$600 million, some twenty times greater than the 
197 3 authorization of funds. 

As a result of this low level of funding, it 
was administratively determined by HEW that hospi- 
tal care costs would not be covered by the Migrant 
Health Program, The result has been virtually no 
hospital care for migrants. With the exception of 
the State of Michigan, which pays for migrant hos- 
pitalization through State funds, no Federal, 
State or local payment programs have been identi- 
fiable. Although it was "hoped" that Medicaid 
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would assist migrants in obtaining hospital care, 
all investigations have revealed that few states 
provide any medical assistance under Medicaid for 
migrants. An OEO report in 1971 indicated that in 
a survey of migrants in Floridaa only 3.2 per cent 
were covered by Medicaid. When migrants leave 
their home base states they are faoed with the 
problem that they alr»e not residents of the states 
in which they are temporarily working, and thus are 
excluded as non-residents from that state's Medi- 
caid program, despixe the fact that it is partially 
funded with the Federal dollar. Under revenue 
sharing, when the Federal dollar is not earmarked, 
but is given to the states to spend at their abso- 
lute discretion, it can reasonably be expected that 
migrants will not be included. They have not been 
in the past* 

Furthermore, inadequate funding has resulted 
in the fact that most projects have found it diffi- 
cult, if not impossible, to provide services that 
are considered essential to a comprehensive care 
facility. Transportation for an effective outreach 
program is not developed, projects close before the 
migrants leave an area, approved projects never re- 
ceive funds, and geographic areas with seasonal 
workers never obtain Migrant Health projects. In 
the testimony before the Committee on Labor and 
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Public Welfare on the extension of the Migrar.t 
Health Act, August 1972, Sister Cecilia Abhold, 
S.P., Administrator of the East Coast Migrant Health 
Project, testified thai: out of 9U,000 migrants cov- 
ered by that project, the project was only able to 
deal with 20,000 workers. She also stated that ac- 
cording to HEW, there are almost 900 counties that 
have a seasonal migrant impact; some 700 of these 
counties are not covered by the current program. 

The Senate Committee on Labor and Public Wel- 
fare, in reporting out the bill in the Summer of 
1972, affirming the belief in the need for continu- 
- at ion and expansion of the Migrant Health Act, 
found that four areas needed legislative attention: 

1) The inadequacy of the funding level; 

2) The need for earmarked hospital funds; 

3) The need to reaffirm Congressional commit- 
ment to consumer participation; 

The need to develop a strategy for inte- 
grating migrant workers into a larger 
health care delivery system if such should 
develop . 

In June 197 3, provisions for funding Migrant 
Health programs will expire. The Legislative pre- 
occupation cited above is still valid; however, the 
time frame is different. In 1972 migrant health 
programs were a reality for at least one year. 
This year they are being closed down as their pro- 
gram year ends . 
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